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Surveyor: 22047

This Statement of Deficiencies was generated as 

the result of a complaint investigation conducted 

regarding your facility on 7/16/07. 

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil actions or other 

claims for relief that may be available to any party 

under applicable federal, state or local laws.

Complaint #NV00015318 alleged that the facility 

failed to:

1.  Document that the resident fell and that there 

was no record of the resident being seen by a 

physician.  Unsubstantiated.

2.  Stop giving the resident discontinued 

medications. Unsubstantiated.

3.  Provide a safe environment around the dining 

room entrance during meal times due to 

congestion of residents. Unsubstantiated.

4.  Keep residents billing source private by 

posting the information on the outside of the 

charts.  Substantiated with no federal deficiencies 

cited.

5.  Allow the complainant to go back and see the 

resident.  Unsubstantiated.

6.  Invite the complainant to a care conference 

upon the resident's discharge. Unsubstantiated. 

No federal deficiencies were cited.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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